
edges. The child baa no laryngeal symptoms, ano
simply requires active medicinal and local treatment
If dyspnoea ensues early in the disease (within forty-
eight hours), intubation should be performed. If the
difficulty in breathing comes on late in the disease
especially if the edges of the membrane are not well-
defined, or where there ia great enlargement of the
cervical glands, tracheotomy is indicated.
Fifth Class.

—

A robust child in seemingly per-
fect health has a sharp attack of vomiting and perhaps
a chill. The child is extremely feverish, restless aud
complains of slight sore throat. A slight redness on
the fauces is all that ia noticed. On the second day
there appears in the fauces membrane of a leathery
consistency, grayish and sloughing, with marked en-
largement of the cervical glanda. The child has be-
come pale and pinched, the pulse is small, temperature
quite high, and possibly there is diarrhoea. Tho nares
are frequently filled with grayish membrane, and there
is a sickening odor about the child. There is quickened
respiration, slight Btridor, but there is only alight re-
traction of the epigastrium and intercostal spaces. We
all know how powerless we are to meet this condition.
It makes but very little difference whether trache-
otomy or intubation are performed ; they can simply
relievo temporarily. Of the two operations whore
they are performed for euthanasia I prefer trache-
otomy, for it enables the operator to more thoroughly
clear the membrane from the trachea.
Sixth Class. —(Edema of the glottis from steam

or fire is per se a condition indicating intubation. The
scarification of the epiglottis is, of course, attended by
marked relief; but where the patieut is to be left for
any length of time without skilled assistance intubation
is a valuable resource.
The lodgment of foreign bodies in the larynx or

trachea indicates tracheotomy. Tho relief from dysp-
noea which is necessitated by deep-seated cervical
suppuration or growths pressing upon the larynx
demand tracheotomy. Where pressure upon the re-
current laryngeal nerve exists, it is a question which
operation is demanded.These six classes of cases are distinct in the writer's
mind ; aud the division, while necessarily arbitrary,
must be controlled by each individual caBe. Each pa-
tient with dyspnoea should be approached in an inquir-
ing spirit as to the causation. It is absurd to do anintubation upon a child whose trachea and bronchi are
lined with membrane. It is also unnecessary to per-
form a tracheotomy where the membrane simply covers
one tonsil, and has slightly encroached upon the epi-
glottis. In a general way the younger the patient, in-tubation is more frequently indicated, from the fact
that the larynx is relatively smaller under three years
of age ; in a general way when the membrane is below
tho vocal cords tracheotomy is indicated.
We can undoubtedly nourish bettor after trache-

otomy than in intubation, although by means of blanc-
mange, ice-cream, bananas and cream, bread-pudding,
pulp of orange, jellies, soft-boiled eggs, beef-pepotuoid
jelly, and nutrient enemata, the nutrition of an intubod
child can be well kept up. Children differ iu their
adaptability to feeding after intubation. They will
take sherry, champagne, taragona, milk-shake and
brandy. After tracheotomy, on the other hand, there
is occasionally difficulty in feeding, but, of course, iu
each instance resort may be had to the use of a feeding
tube.

Indications for tracheotomy : dyspnoea, caused by
pressure from new growths, enlarged glands, cellulitis
of the neck, pressure on the recurrent laryngeal nerve (?)
foreign bodies in tho larynx or trachea ; where new
growths, fracturea of the larynx or trachea (?), or
where membrane (either diphtheritic or fibrous) has
extended well below the vocal cords.
Indications for intubation : in the early stages of

croupy children ; in the casea of diphtheria where the
membrane ia principally in the faucea ; in caaes of
dyspnoea in children dying of diphtheria, where the
parents will not consent to a tracheotomy.
It may be noted that tho writer has carefully avoided

any reference to statistics in the two operations. The
conditions under which the operations are, have been,
and will bo performed are so essentially different that
such a comparison is, from my point of view, useless.
Each operation has its field, and that in the bands of
the general practitioner. It, of course, is always
belter if an operation can be performed by an expert.
The classification which I have given may be modi-

fled by further experience, but is submitted for
criticism to the profession as a step in the direction of
defining the indications for these two most valuable
operations.
Every general practitioner should bo able to per-

form both operations. They are each life-saving
measures. They both require accurate anatomical
knowledge

—

intubation requiring greater manual
training and dexterity than tracheotomy. They should
be applied in selected cases.

._-

THE SINGING VOICE IMPROVED BY NASAL
TREATMENT

Illustrative Cases
BY EDMUND D. SPEAR, M.D.,

Aural Surgeon, Maasachusetts Charitable Eye and Ear infirmary.
As the quality of musical tones depends upon the

presence or absence of partiale in those tones, so the
quality of the singing voice is varied by tho character
of the tones produced in the resonating chambers of
the upper air-passages. The importance of having
clear nasal chambers for the production of tho best
tones is evident to all who are experienced in training
or exercising the vocal organs.
By the laryngologist and by the modern aurist this

function of the noae ia daily recognized aa of supreme
importance. By neither of these specialists, however,
¡8 the extent of the nervous relationship between the
parts concerned iu phonation and those employed in
respiration fully known.
There are, and always will be, some things which

cannot be found out, but this statement is substantiated
daily in the practice of either specialist. The special-
ist of the heroic order, who sacrifices tissues aud struc-
tures regardless of functions, will certainly achieve
something, if, in his efforts to remedy diseased condi-
tions, he removes the offending structures altogether.
For such an one, however, I have no suggestions.
There is an intimate and deep connection between

the nervous supply to the tissues composing the so-
called posterior turbinate body and those of the vocal
organ or larynx. It ia already known that this exists
in the vaso-motor supply of sympathetic nerves through
the cervical ganglia and their connections in some way
with the thyroid gland whose function of regulating
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the blood-supply to the nose aud ears I shall describe
in a paper, now in preparation.
In consequence of disturbed functional relations in

the systems of nerves concerned in regulating the cir-culation of blood in the venous sinuses or spongy tissue
of the posterior turbinâtes, there is induced by a pecu-
liar lack of inhibitory power a venous stasis. This
condition is one of simple passive hyperoemia. There
may be added thereto effects upon adjacent tissues to
cause certain chauges in them ; hypertrophy for ex-ample. This state of congestion or increase of blood-supply is followed by an hyperaesthesic (over-sensi-
tive) or an anaisthesic (insentient) condition of the
parts, so that there is a tendency to rapid increase ofcongestion uuder slight stimulation or inactivity ofvascular circulation even under strong irritation by
ordinary means.
As a result of this hyperaemia the functional activity

of the vaso-motor nerves is interfered with and there
follows a reflex paralysis in the larynx, producing con-gestion and swelling.If the nose is sensitive to sudden changes when sub-
jected to the influence of temperature, of position and
of external irritants (as of pollen iu asthma), it will
many times be noticed that the character of the voice
is altered and acquires a nasal tone. This may be
temporary or permanent. Not infrequently a hoarse-
ness or partial loss of voice is a noticeable accompani-
ment of an obstructed condition of the nose. Occasion-
ally there is hoarseness or lack of clearness and inability
to use the voice for any length of time without fatigue.It is to these latter cases, which may occur without
marked nasal obstruction, that attention is invited.
The subject of these affections can bo made con-

scious of the existence of symptoms which point to the
nose as the site of disease. He is always obliged toclear his nose in the morning— there ia more or leas
sticky mucus in the back of his throat, which is with
difficulty removed ; a feeling of fulness, sometimes
amounting to actual pain, is located above the palate,
where there may also be more or less emarting or
stinging, especially in the acute attacks which accom-
pany " colds " in the head. As a rule, however, it íb
seldom easy to obtain a voluntary statement that there
has been any annoying nasal affection.
The following more or less mechanical explanationof the causation of the affection of tho vocal organs in

these cases of aphonia of nasal origin is given in addi-
tion to the above.
The post-nasal spaces and venous sinuses are the

seat of passive hyperaemia, the circulation of the blood
is impeded, there is a rapid increase of congestion as
soon as mechanical movements are made iu the neigh-
boring parts and the lower portions of the pharynx
take up the extra blood, which in turn fills the vessels
there, and it soon becomes impossible for the larynx
with muscles, nerves, and vocal structures to be
promptly relieved. Congestion of the vocal apparatushas then supervened. As it is necessary for tho cords
in the larynx to remain free from blood and for the
muscles moving them to be quickly supplied and re-
lieved, so that they will not become weighted with ex-
tra blood, this congestion produces changes in thevoice.
Whether or not we explain these changes by the

mechanical or by the nervous theory, it remains that
congestion and functional disturbance of the larynx
accompany certain conditions iu which swelling of the

turbinâtes is found and the symptoms, namely : fatigue
when using the throat, hoarseness when exercising the
voice, changes in the character of the voice, and ina-
bility to sing, all disappear after local treatment
directed to the removal of swelling and hypertrophy in
the nose.
These two illustrative cases emphasize my statements,
for though they are not caaes of the worst type, they
present all the symptoms referred to and were quickly
cured.
The first case was that of a strong, vigorous man

who applied for advice regarding his voice, and for the
relief of disagreeable choking sensations in his throat.
Is a smoker and one inclined to good living. After a
series of exposures in the open air at an inclement
season, he contracted a severe " head cold" and has
since been conscious that his right nasal space has been
more or less obstructed. He uses his voice in singing
and is anxious to take music-lessons, but fears that ho
will be obliged to give up singing on account of tho in-
creasing hoarseness which recurs after practising for a
few minutes.
Learning this history I examined the pharynx and

the nose. The pharyngeal mucous membrane was very
much thickened, its blood-vessels dilated, and its sur-
face covered with tenacious clear mucus. The left
nasal space was normal, the right lower turbinate was
greatly hypertrophied, engorged with blood, and ex-
tended from behind forwards as a wedge-shaped masB
almost occluding tho (right) nasal fossa.
Satisfied with my discovery and confident that local

treatment would effect a cure, I made no attempt to
inspect the larynx on this first examination, and as im-
provement set in almost immediately, I neglected toexamine it at all. As the clinical value of this paper
might not bo enhanced by my own description of the
appearances of this larynx except that it was congested,
I may be pardoned for the omission.
The quality of his speaking voice was suggestive of

congestion, in that while it was fairly clear, it sounded
rough and cracked and would quickly become husky
or obstructed unless the throat was constantly cleared.
Treatment was extended over a period of ten weeks
and consisted of applications, locally, to tho pharynxand right lower turbinate, at periods varying from three
to seven days. The medicaments used were cocaine
(hydrochlorate), solution of iron (per sulphate), andchromic acid.
At the end of the period above stated, the patient

had made a full recovery and on the day following the
last application (which was of chromic acid), he began
practising bis music-lessons and sang without becom-
ing hoarse or fatigued.
Another case presented nearly the same history.

This was in the person of a healthy, middle-aged manwhose throat aud nose had for many years given him
great trouble whenever he took cold. His voice always
became hoarse at the first of an attack and there was
soon noticed a burning feeling in the back of the nose,
above the palate. The nose became obstructed and res-
piration through the mouth usually became necessary.
Singing was impossible and never attempted at these
times. For several months previous to application for
treatment, the voice could only be used for short
periods of time without causing a disturbance, which
manifested itself by a nasal tone, and finally such
hoarseness and fatigue as to stop the singing exercises.
Measures were taken for the cure of those symptoms
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and included applications of cocaine solution and iron to
the lower turbinâtes throughout their extent. His
voice improved so much in quality in so short a time
that the theory of reflex inhibition upon the vascular
supply to the larynx through the posterior turbinâtes
seems most tenable.

GRAFTING WITH PIGEON-SKIN
BY N. B. ALDRICH, M.D., FALL RIVER, MASS.

Situated as I um in a manufacturing centre, I am
often called upon to attend those injured in our mills.
In many cases it becomes necessary to do skin graft-
ing ; and the want of a more easy method of perform-ing the operation, suggested to me that I had better
try the grafting of granulating surfaces with squab-
skin.
The Thiersch method of grafting lias one drawback,

or at least one feature that makes it appear like quite
an operation to the patient and his friends, and that is
the giving of an ainesthctic in order to take the grafts
from the patient or some one else. The taking of hu-
man skin probably adds to the brilliancy of the oper-
ation when considered by the laity ; whereas this
method of pigeon-skin grafting suggests little more
to the patient than an ordinary dressing does.
In my first attempt at pigeon-skin grafting I se-

lected a pair of young squabs that were of an age
when the feathers liad not yet shown themselves along
the under surface and under the wings. I removed
the featherless skin and placed it on a healthy granu-
lating surface, which had previously been cleansed
with a four per cent, horacic acid solution. The result
of this first operation was fairly satisfactory. Since
this first pigeon-skin grafting 1 have grafted a few
times.
The last time I grafted a granulating surface the

operation was as successful as any one could wish. I
proceeded as follows : Having killed two squabs that
were about one-half grown, 1 immersed them in warm
horacic-acid solution and quickly plucked the feathers ;
then immersing them in a clean warm horacic solu-
tion, I proceeded to scrub them. My next step was
to skin them, removing large pieces at a time, which
were immediately placed in warm sterilized water. The
granulating surface having been thoroughly cleansed
with horacic solution, and then with warm sterilized
water, the grafts were placed upon it. Over the
grafts gutta-percha tissue was placed, and then warm
compresses wrung out in warm horacic solution ; over
these a layer of dry cotton, and then the bandage.
In my former operations the pus and the liquefied

grafts had floated many good grafts and prevented
their " taking." I therefore concluded to change the
dressings earlier than 1 ever had before. About
forty hours after the operation the dressings were
removed, the pus and melted pigeon-skin mopped away
with wet compresses ; the grafts that were not melted
were left in place, and over the surface was applied
plain gauze with a layer of resin ointment spread on
it, over this horated cotton, and then the bandage.
At the end of the next forty-eight hours it was

dressed again in the same way, and at the end of the
following forty-eight hours dressed again. Since this
dressing it has been dressed every third or fourth day
either with horacic vaseline or resin ointment.
Observations.— Do the grafts grow by a reproduc-

tion of their own elements? or do they simply stimu-
late the granulations, and cause them or the tissues
underneath them to take on an epithelial growth?
In one case that I grafted the surface had been

stripped by cogs. In the upper part of this lacerated
area was a small island of skin that was not removed,
but which iu time became completely lost sight of, on
account of the granulations having swallowed it up, so
to speak ; yet, later, this same skin came to the sur-
face, and its edges finally coalesced with the skin at
the margin of the wound and also with the grafts
which had " taken," in close proximity to it. The
swallowing of this island seems to me to be analogous
to the swallowing of the epithelial cells, which later
only spring to the surface just as this island did.
The success of this method of grafting in my hands

appears to me to be equal to the success of the anto-
epidermic-Thiersch method. Pigeon-skin grafting does
not necessitate an anœsthetic ; its failure does not dis-
courage because squabs are as cheap as a can of ether,
and you can graft without even the consent of the pa-
tient, or, in fact, the patient hardly realizing what you
are doing.

-•-

Clinical Department
A SHAWL-PIN SWALLOWED
BY EBEN C. NORTON, M.D., NORWOOD, MASS.

On February 13, 1893, I was hastily summoned to
a child thirteen months old, who had, about 8.30 A. M.,
swallowed a shawl-pin, the bead-end foremost.
The child was seated at a table playing with a spool

and shawl-pin. The pin was thrown from spool into
child's mouth, and swallowed with some difficulty, the
mother related.
On my arrival, I passed a finger into child's mouth

and throat, but could not feel the pin. The writer re-
called the report of a case a year or two ago in which
a child had swallowed a long pin with head at one
end, and in which the pointed end was found in a day
or two pointing through the skin in front of the
stomach, aud how the physician in that case, with a
burst of genius, pulled the piu as far forward as pos-
sible, and cut it off close up to the skin, then pushed
the stub free into the stomach. This stub, the head
with a short piece of pin, came away from the bowels
in due time without harm to child.
The writer fearing lest there might not be so favor-

able a turn in the tide in his own case urged the
mother to go into the Massachusetts General Hospi-
tal with the baby for a few days, so that, if needed,
immediate surgical aid could be rendered. This was
objected to. A diet of Indian-meal bread was then
urged, and avoidance of all physics. This advice was
not followed, the writer afterwards learned. Castor-
oil was given liberally, and the child at about five
o'clock the next morning passed a shawl-pin measur-
ing three and nine-sixteenths inches in length. The
head measured seven-sixteenths of an inch in diameter.

The Population of France. — lu 1891 there
were 285,458 marriages, 5,752 divorces, 866,377 births
and 876,882 deaths. As will be seen, the mortality
is in excess of the natality by over 10,000. There
were on an average 989 births for 1,000 deaths.
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